Discussion.
There seems little doubt that the discharge is due to the circulation of organisms or their toxins which cause, or have caused, partial occlusion in the lymph-tracts of the posterior abdominal wall, resulting in retrograde dilatation of the tributary lymphatics in the uterus and broad ligaments. These tributaries, from time to time, have ruptured, owing to over-distension, giving rise to metrochylorrbcea or chylous metrorrhoea.
A patient search through English, American and Continental literatuire by the Librarian of the Royal Society of Medicine, has failed to find any record of a similar case, but Harrison in his "Chemical Methods in Clinical Medicines" (1930) This was in a girl aged 17 who had never been in the tropics and who suffered from intermittent chyluria and hmmatochyluria. The urine obtained by ureteric catheterization from the right and left kidneys was free from protein and was not milky, but cystoscopically, Mr. Girling Ball observed, just below the right ureteric orifice, a minute hole in the bladder wall from which milky fluid was exuding.
Occasionally the patient passed white or pinky fibrinous clots per urethram exactly as my patient did per vaginam. Mr. Girling Ball opened the abdomen, but beyond definite evidence of old peritonitis, no signs whatever could be found of gross obstruction of the lymphatics. The subsequent history of this case is not noted.
With regard to the patient now shown, it will be of interest to lollow up the case. It is now over two years since there was any recurrence of metrochylorrhaea or cellulitis. The right thigh is now only 11 in. larger in circumference than the left and is in that condition called elephantiasis nostras.
I am indebted to the Registrars of the Princess Louise, St. Mary's, Paddington, and Great Ormond Street Hospitals for Sick Children, for extracts from the casesheets of this patient.
Dr. F. PARKES WEBER said he was glad to have heard the account of this case and to have seen the patient. He agreed with the diagnosis, but would prefer the title " Intermittent chylous metrorrhbea." The case appeared to be, as yet, unique, but there was no reason why the uterine canal should be altogether exempt from the development of a lymphatic fistula, and if a lymphatic vessel should rupture into the uterus, chyle would be poured out, owing to the free communication with the mesenteric lymphatics which contained chyle. This case of chylous metrorrhcea seemed really to be analogous to the case of chyluria " nostras " shown by Dr. H. Morley Fletcher at the Clinical Section of the Royal Society of Medicine in the autumn of 1929, in the discussion about which he (Dr. Weber) had taken part. In both cases he had suggested that the cause was the rupture (with resulting fistulous opening) of a lymphatic vessel connected with some kind of lymphangioma. Though no lymphangioma had been found in either case, he still suggested that the cause was an abnormal development (malformation) of the local lymphatics, if not a developmental kind of lymphangioma. He thought that the recurrent lymphangitic attacks were secondary tonot the cause of-the lymph-vessel fistula. But these lymphangitic attacks were doubtless the cause of the enlargement of the right thigh (obstruction in the lymph-circulation resulting from the inflammatory attacks). The lymphatic fistula had closed on previous occasions, but he hoped that the present closure would persist. Mrs. S., referred to me by Dr. Woods Brown of Wallington, was admitted to the South London Hospital 29.10.35, complaining of irregular blood-stained vaginal discharge since February 1935, and continuous for the past three months.
The patient, a widow, aged 57, was a rather pale, nervous woman, but appeared well otherwise. There had been one full-term pregnancy-normal-twenty-six years previously, and, three years later, a miscarriage, which was said to have been followed by " peritonitis ". Menstruation had been regular up to seven years ago, when the menopause had occurred at the age of 50.
With the provisional diagnosis of carcinoma of the fundus uteri, an examination under anaesthesia and diagnostic curettage was carried out, 30.10.35. The uterus was small and anteverted, and the scrapings were scanty and not at all suggestive of carcinoma. The cervix was reddened, and showed some points of heemorrhage which were considered as a possible source of the irregular loss. A careful bimanual examination, however, revealed a small softish swelling in the right fornix, and it was decided to open the abdomen. On exploring the pelvic contents, one or two slight adhesions were found round the right fallopian tube, which was greatly enlarged; it was deep purple in colour, and had a somewlhat elastic feel. This tube and ovary were removed and the tube was opened immediately. As the naked-eye appearances were strongly suggestive of carcinoma, a panhysterectomy, with removal of the remaining tube and ovary, was carried out. There were no enlarged glands palpable in the iliac or pre-aortic groups. The gall-bladder contained calculi. Convalescence was interrupted by a small pulmonary embolus, but the patient was discharged on 14.12.35.
Pathological report. (From Miss H. K. Whittingham, Pathologist to the South London Hospital for Women).-Naked eye: A small uterus with left tube and ovary attached. There is a small polyp in the cavity near the right cornu, otherwise the remaining endometrium is thin and smooth. A soft spherical mass about 1i in. in diameter forms the larger part of the right tube near the abdominal ostium. On section this mass was partly deep red, partly white, and appeared to be papilliferous in character. Microscopic: Sections of the tumour show the characteristics of a papillary carcinoma. There are many multinucleated cells, and cells of varying size and shape. Sections of the uterine wall show fibrosis of the musculature, and a fibromucous polyp of simple type.
Remarks. Primary carcinoma of the fallopian tube is a comparatively rare disease.
Quoting from Eden and Lockyer's "Gynmcology ",1 the first case was published by Orthmann in 1888, Doran brought the number up to 100 in 1910, and since then there have been about 50 more cases recorded.
According to the above authority, while chorion-epithelioma has been recorded about 20 times, the most common type of growth is the adenocarcinoma, which is frequently bilateral. Malignant papilloma is thought to commence in a benign papilloma, which is the rarest type of tubal growth, only 17 cases having been recorded. Antecedent inflammation is said to be a predisposing factor.
The interest of the case lies in its comparative rarity, its microscopic type, and the fact that although tubal carcinoma is said to be very malignant, the symptoms in the present case had existed for nine months, yet the growth had not penetrated the tube, or produced apparent glandular metastases, rather suggesting that here a benign papilloma may have undergone malignant change. There is, also, an antecedent history of possible tubal inflammation, namely the pelvic peritonitis many years before.
MR. CHASSAR MOIR said that Miss Bloomfield's account of a carcinoma of the fallopian tube was of considerable interest, particularly because it showed that malignant growth could reach some size without perforation of the thin tubal wall. He was reminded of a somewhat similar case with which he had dealt some years ago. The patient, aged 63, had for two years suffered from a blood-stained vaginal discharge. She had been curetted in another hospital without relief. A mass was felt in the pelvis, and the abdomen was therefore opened. The right tube was considerably distended in its middle and outer thirds, 1 Eden and Lockyer's " Gynecology ". (4th Edition, published by Beckworth Whitehotise, London.
1935.) 5 53 and was of a deep plum colour. While the tube was being freed from numerous old adhesions, the wall ruptured and papillomatous tissue escaped. The tube and uterus were removed, but the left tube, whieh was represented by a fibrous cord buried in very dense old adhesions, was cut across. Section of the tumour showed club-shaped villi covered with many layers of irregularly staining epithelial cells. In places the cells were irregularly massed without any attempt at gland formation. The patient was treated post-operatively by deep X-ray therapy. She remained in fairly good health for some months, but later developed symlptoms referable to gall-stones, and a cholecystectomy was performed fourteen months after the original operation. During the laparotomy it was found that there was a hard fixed mass in the pelvis, presumably a recurrence of the malignant condition.
Three Cases of Tumour of the Uterus, Secondary to Cystic Ovarian Tumours.-ELIZABETH HURDON, M.D.
The three cases of uterine tumour secondary to cystic ovarian tumours are chiefly of interest from the point of view of the diagnosis and the effect of radiological treatment. In two of the cases the ovarian tumours were simple pseudomucinous cystadenomata; the third was a carcinomatous papillary serous cyst. All were admitted to the Marie Curie Hospital with a diagnosis of cancer of the uterus.
The clinical notes were as follows:-Case I. Coniditionl on examination.-When first seen there was a papillary mass projecting through a hole in the posterior fornix and involving the posterior surface of the cervix. There was also a large mass in the pouch of Douglas continuous with the vaginal tumour. On histological examination the biopsy material showed the typical appearance of a pseudomucinous ovarian cyst. Surgical operation was advised; the pelvis was cleared out and subtotal hysterectomy was performed. The cervix was too firmly adherent to be easily removed. No further tumour deposits could be found and there was no evidence of pseudomyxoma peritonii.
A year later the patient returned with the same symptoms, and a large growth was found which involved the cervix and the right parametrium a'nd had perforated the right fornix.
Radium treatment was then carried out; tubes in tandem were embedded in the pelvic growth and plaques were applied to the vault of the vagina. We were doubtful as to the radio-sensitivity of the highly differentiated cylindrical epithelium, but biopsy material taken a week after the first application showed marked radiation effects. Therefore the radium treatment was continued. In a short time the tumour had entirely disappeared. A little later there was some interference with the functions of the right kidney, but this soon disappeared and the patient returned to her active life in India. Three years later a post-cricoid squamous carcinoma developed. An operation was performed, but the growth recurred and the patient died in August 1936. There was no recuirrence of the pelvic tumour. I am indebted to Mr. V. E. Negus for the later history of this patient, and for the slide of the squamous layer.
Case II.-Mrs. B., aged 71, 7-para. Admitted 8.7.33. History.--Continuous profuse colourless discharge and diarrhcea. Previous history.-A pseudomucinous cystadenoma of the ovary removed in 1928.
The uterine discharge began three years later. In September 1931, a diagnostic curettage was done for carcinoma of the body. Pyometra was found, but the curettings were reported to be non-malignant. At that time the growth was confined to the body of the uterus. I saw the slides later and was of the opinion
